
*un*i i 'F

X f f i  
**  f rq '

:xA#*d xk':
Indiana Access to ###ieff- cnent choice Form

INATR.-001 -Marion
understand that Indiana Access to Recovery is a voluntary

Client's Name) (If applicable)

program and that my participation in the program is because I want to recover from my addictions. I understand that there are a number of
-  

T -^--  ^L^^

providers qualified to provide any service that I may require during my participation in the ATR program. I also understand that I may choose

ihe providers that provide services to me while I participate in the program. I understand that the following providers are ready to provide

Indlana Ar K cllents

N"-" 
"f 

O.g""l""tt." Phone Fax Disclosure

ANSAR 3r7-291-4444 317-713-1141 Required

Community Outreach Network Services 317-710-3074 3t7-328-8932 Not Required

Rich Recovery Services 317-926-5822 317-926-0604 Required

Women Entrepreneurs of America - Project Return 317-890-0933 317-890-0904 Not Required

MSD of Wavne Township - Adult Education Program 317-248-8616 317-243-5537 Required

PACVOAR 317-612-6800 317-612-6811 Required

Volunteers of America 317-234-1931 Ext. 238 or
317- 432-4080

3t7-234-1939 Not Required

Workforce, Inc. 317-532-1367 3r7-532-\369 Required

]ulian Center (female clients only) 317-941-2200 317-937-7093 Not Required

The Way to Recovery 317-946-2844 (female clients) or

317 -985-5907 (male clients)

317-328-U37('
765-483-9844 (m)

Not Required

Ca1vary Temple of IndianaPolis 317-897-7100 317-897-7983 Required

Family Service of Central Indiana 317-634-6341 x201 317-464-9575 Not Required

Wheeler Mission Ministries 317-636-2720 317- 686-0488 Required

Indiana ATR clients with consultanon.

rn -
From the above list r have selecred :|iO:u!fnki.jt OI AVWftCq- to provide this service.

(Enter Name of Recovery Consultant)

I understand that some of the providers listed above either offer services in addition to recovery consultation or are affiliated with agencies that

offer other ATR services. Ifthis is the case, a disclosure is required'

No one has exerted pressure on me to select this particular provider and I am confident that this provider is best suited to meet my needs for

recovery consultation. I understand that.if l find rhar this prqriderd-oes nor meet my needs, I may seiect another provider to replace this

provider at any time. I understand ut Y Oll*ltf l 0l /ffvWlc* may not be willing or have the ability to

(Enter Name of Recovery Consultant)

provide recovery consultation to me, in which case I will need to select a different provider'

I understand ttrat the Recovery consuhant will need to contact me.

I authorize my chosen Recovery Consultant to contact me by contacting me at the following:

Address: l"b &eovag RoaA

Home phone .9rl-{55'STTTce[ phone: horu work phone: nrmr

I authorize the referral agency to release my information to help the Recovery Consultant contact me:

Referral Agency:

Referral Agent: Phone:3n-L'qtru

-2rJJ-s1-
Date

Fax all lDoc referrals to Amand? 9eP_eland: 317-23!:147_4 (tnx)
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Indiana Access to Recovery (ATR) - Client Consent to Participate
INATR-002 -11/26/2008

1- ATR Client Name:

2-Have you ever received ATR services anywhere in the state of Indiana?

3- Are you chemically dependent or addicted to alcohol or another drug?

4- Are you legally a minor or juvenile?

5- When you are not in treatment, where do you live?

6- What county is that in?

7-How many family members live in your household?

8- What is your annual household income?

9- Have you used Methamphetamine in the last 90 days?

10- Have you ever used Methamphetamine?

11- Have you been released from prison, jail, or another correctional facitity in the 6 months?

12- Will you be released from prison, jail, or another correctional facility in the next 6 months?

13- (If client is a woman) Are you pregnanto or do you have dependant children?

14- Are you entering this program because you want to actively participate in recovery?

15- Did anyone tell you that you had to enter the ATR program?

16- Do you want to actively work to recover from substance abuse or addiction?

Under penalty of perjury, I affirm that the information in this "Client Consent to Participate" form is correct.

n"r",23J-A-L
try", Zho

flves lxo
.J-

f-jYes lf,lNo

t  ,A .^. ,1 .  l
lU 

'  
L jU ui

LlYes lz{No

!v*. [fNo

lves ffiuo
-2,L_lYes AlNo

Elves nNo

Elves nNo
4

L-lYes llNo

ffives n No

Date

recover from my substance abuse
to help me as I recover from my

3,1

I recognize that I am responsible for my
or addiction, and will do everything in
substance abuse or addiction.

do everything in my power to
those individuals that asree

recovery and I will
my power to assist

Client Signat

For ATR Eligibility Questions, please call your Indiana ATR County Representative.

Date
/  0E
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Indiana Access to Recovery (ATR) - Client Registration Form
INATR- 019

Please complete this form to the best of your ability. This information will be used to enroll you in the Indiana
Access to Recovery (ATR) Program. All information will be kept confidential in accordance with state and
federal law.

The required fields are noted with a "*" symbol. Please be sure to complete those fields. If you have any
questions, your Recovery Consultant will be able to assist you. Thank you.

*Name:

*DateofBir th:  i l f l t f t

*Soc. Sec. #: 3 Z3 '2:3"3 iZZ

Driver's License #: 4 010 02 0d A {} Are you a veteran? I yes d No

Alternate Name/Alias:

Please list highest level of education completed:

tlrl litq
Date

FOR OFFICE USE ONLY. Please complete and forward to DMHA (317) 233-1986

Population(markallthatapply): If NW !vt-lOaay f Vt-other INS

ATR County: WgUm
Recovery Consultation Org Name: 

ftl ft CC: Initials: A

*Gender: [M

Race/Ethnicity:

dF

{ Al+tut4aal*

Email Address:

Home Address: L3 C'o/ t4um t
Street Address Apt. # City State

/elAltemate Address: ALL hnvzue
Street Address

Phone +, 3t7 -555-f5t,

Work Phone #: YT+VI

I
Apt. # City State Zip

Cell Phone #: rvyh.(

otherphone +, l tW 3i7-*lf f i- f f f iq

|z(Ele

Middle
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Indiana Access ,?"i?T;:ry (ArR) - GPRA

RECORD MANAGEMENT

Client ID

Client Type:
Treatment client
Client in recovery

Interview Type ICIRCLE ONLY ONE TYPE.J

tLrLLt Lt!_t/4,t  ,  o,o t  { t4 t :_r_r_l

o
o

{"'-r,rtut" ,of ro INTERVIEw DATEI
L*-"'

Interview Date
Month Day

6 month follow-up --) --+ ---) Did you conduct a follow-up interview? O

[rF NO, GO DTfuECTLY TO SECTION r.J

Discharge ---+ ---+ ---+ Did you conduct a discharge interview? O Yes

JtF NO, GO DIRECTLY TO SECTTON J.J

t - f l - tL t r t l tL1r1.L10 t0 t1 t

Yes ONo

ONo

Year

IIF FOLLOW-UP AND DISCHARGE INTERVIEIYS: SKIP TO SECTION B.J

IIF METrr USER (90 DAY RULE) WRrTE METII aSER I{EREI

402 West Washington Street, Room W353 Indiana polis, Indiana 46204-2739



W*l+ { :
keff i ' f f iV f f i 'k ' :

CJ-i iNT CTNTTR:D ANN T!CGVERY FCCUST}

Indiana Access To Recovery (ATR)- Client Information Form
INATR - OO4

CLI ENT GENE RAL II..{FORMAT ION
Client Name: J*uu Srr,*n ATR Enrollment O"t",p 

lrl I Oq
Is the address client gdve on the Registration Form a permanent address? l--lYes lXlNo
If No, please explain (if the client is staying a friend/family member's home or in a shelter/halfway house,
please explain here): (Ww,l4 fu'l,nt wf.-{,)ttrut rv, /&crw'y Rte,l

- wa WiaYun* 
'a'tdual

If the client gave Alternate address information, please explatn:

6rwt tt"ditltl4 tlf [iJJt# tx Zr'u'ttt:u'l k
' (W lnsvr y rnls'au' nu Lea*"vut i#aurd)

General I nformation Notes:

CLIENT FAMILY INFORMATION
Is Client Married?
l-lYes IXINo

Does Client live with a: l-l Spouse f-lPartner/significant other
Ecirlfriend [Boyfriend ffi otn". Fna,L

If client does live with someone, what is that
Derson's name? n il' JkSa"n i(:'utt

Spouse/Partner' s Phone :

Wry 3"y iln*c rte fihn:m
Does the client have anv
children? ffiv"r INo

If Yes, how many?
4o

If applicable, does the client have regular contact with
their children? ffiYes INo

If applicable, are any of the client's
children under the ase of 14? MYes [-lXo

Ifyes, does the client have adequate childcare for the children
under 14? f-lYes FNo

Does the client's spouse or partner have any significant physical health, mental health, or legal issues? W
Yes fNo If Yes, please explain:

&rywr 0,! e thlte - fi'tqt'# tra,wrntftW fuajl{'u l&Juu

Pg any children in the client's family have significant physical health, mental health, or legal issues? l--lYes

S{o If Yes. please explain:

ENo If Yes, please explain:
n

ffr a'nq "kl*'+b1 ftulnax"bi

Does the client report any significant issues, health or otherwise, with any extended family members? lrflYes

Wf al-drtrnn t44#e4

Does the client report that their spouse/pa$ner or other significant family members have a history of
substance abuse issues or addiction(s)? flfYes lNo
If yes, please explain: 

kt AtgWt

Familv Information Notes :



ATR Client Information Sheet

If applicable, list the client's previous criminal charges:

hq Wn*n Wwur,U fhwWt
Is the client required by a probatiorVparole officer or as part of a diversion agreement to participate in any
type of programming? If yes, please list out all requirements:

nl^,

Is the client required by any court (criminal or family) to have contact with a case worker, case manager, or
similar professional? lYes KNo If yes, please explain:

Legallnformation Notes:

MENTAL AND PHYSICAL HEALTH INFORMATION
Does the client report having any physical or mental health issues? J{Yes LlNo.
If Yes, please explain:

{il0
Please list any medications the client is taking to address any physical or mental health issues.

turwt umtr*al
Does the client currently have health insurance? llYes SiNo
lf yes, does that insurance cover mental health or addictions treatment? ! Yes EINo
Does the client report any current or previous suicidal ideation or attempts?JXl-Yes L
If Yes' please explain: (furenraa tQeulw u,t n lh*Vm w6/ tutult m'et| Hs
If the client is currently under the care of a physical andlor mental health professional, (Medical Doctor,
Psychologist, Therapist, Counselor), please list that person's name and contact information:

ln /a

Has the client ever been enrolled in any type of formal treatment to address their substance abuse/addiction
issues? ffiVes INo. If Yes, pleas! describe: (include location, therapist name, whether or not the client
successfifll) complete d). 44fi1rb( f N tlft.n"lei ld "tantztcO n,tw Jhtttft4l{ /44tttt uJ

Jawt fdaunt"r_(Fww@t h;Wna,nd) *did. n,s| t4zlLt0/e14,
What is the client's substance of choice? (please list all)

Atgt'"1, lw+*t'1 sf C,ou'Lu^t t+xl
lrrutv!/

What is the longest amount of time the client
has been able to abstain from using
substances? (hours, days, weeks, months,
etc.) 

b yl4fih*145

Does the client report having any co-occurring addictions?
(gambling, sex, shopping, etc)

ffiYes INo
If Yes, please list:

Qaxabur"l
Does the client currently have
a sponsor? [Yes K No

Does the client currently attend an NA/AA meeting?

ffiYes INo If Yes, how often do they attend? 
JO* t ryy {*h}-

Nlek-



ATR Client Information Sheet

If No, is the client
[KY.' I-lNo

aware of local meetins locations?

What methods have been most helpful to the client in addressing their substance abuse or additions issues?
Please check all that apply.

! Participating in a therapy group
! Participating in a l2-step group
Kl Working
ffi Listening to music
IXL Exercising/Participating in a sport
I Spending time with their children
I other

K
T
trn
T
T

Participating in individual counseling
Spending time with friends
Auending a religious service
Speaking with a minister, pastor, priest, etc.
Participating in an nt activity or hobby
Spending time with a spouse or significant other

What barriers to their recovery do the client report/expect/foresee?

.*qnw 4nd lws'if n dt,tbut*p^a y('t'a*'cti.*hqt

Please list any other government supported programs in which the client currently enrolled (TANF, HIP,
DWD programming, Vocational Rehabilitation Programming, etc.) :

liTWF,ffitdStanft

C,tw;WA V':t. PtP"a b$* NwK ryli*i

Mental/Physical Health Notes :

- il{da Atmrrdi

CLIENT STRENGTHS INFORMATION
Who does the client identifv

(1.  t  "

hiw -lrlwg
't/eli*'4nn

as a social support? Please list all

trnnAd *)usan
persons (family, friends, employer, etc.):

Whatpro-social activities does the client enjoy doing?

E\lYr PPrns
What strengths does the client identiff about him/herselfl

ll'qa*t,*rL, 2tkt*t ^B>r tn kel) ewnu,k'I

4krouTlvAttuwns
,J

Client strengths notes:

fr{rdtlr ,t?*wufu & *bft +v NMm
FmBnv',Wtc

ADDITONAL CONTACT INF'ORMATION
If client cannot be reached at the given phone or alternate phone number, who else can be contacted to try to
find him/her? f Spouse/partner lParole/Probation Officer
I Counselor/Therapist
ROttr"r If other, giu. nu*., contact phone number, and explain relationship to client: &4^{A/L t,(n4/4



ATR Client Information Sheet

ir7'234'iTvi ($n*l

t,f - lfiF fiiA,fi Luimr -'th" )
CLIENT EMPLOYMENT ANd EDUCATION INFORMATION

Is the client gmployed?

lves FNo
If yes, name of employer:

Does the client report being satisfied by their current position? f-lYes L-lNo
If No, please explain: n /fu

How many days/hours
per week does the client
work? tryh,li ts- htt'trl'

t*U frtlrtfutq

Please note the client's work schedule (days/nights, hours, etc.).

DoeK the client repbrt having a disability that limits or prevents their ability to work? flYes lX
No If Yes, please explain:

Has the client been found elieible fbr disability insurance? l--lYes KNo
If the client is unemployed, are they actively looking for employment? !(lYes L-lNo
tf yes.inwhatfield/industrv? p l/UM^(d Lt,tt-t lt4n pffipeyb -, 

t.
'1hitki,flenEdolbnualruzdtrx'h;{ItAmre

What is the highest level (grade/degree) of education
client successfully completed? I lll+, dfyit

J

Dops client report having adequate reading abilities?

KJv"' INo

Is the client a native English speaker?_ffi Yes L-l No
If no, does the client need for English as a Second Language (ESL) services?
what lansuase?:

lYes I xo If Yes, for

noei Ctient report having any learning disabilities? lYes FlNo
If Yes, please describe:

Dops the client report a desire to increase their education level or move into a different type of employment?

ffies INo IlYes, please explain: .. * t

Nwtd Wi W*WiebthL'h lx#vt'r\f'rilt lTnr{ lt'wnaw

Does the client report that they have any documentation they may need to acquire a job (driver's license, state
issued ID card, birth certificate, etc.) ffies ENo dnv't'ti lttl*14
Does the client have reliable transporiation? lYes ffiNo llnr^ *n^,&)
If no, does the client reside n"u, prrbli. transportation (bus/train stop) Wes [iNo 

L'd t /'tt*
Employment and Education Notes:

CLIENT LEGAL HTSTORY/II\FORMATION
Is the client currently on probation or parole? L lYes .14{l'Jo

k{^
Probation/Parole offi cer Name :

Phone number:

If applicable, list the client's current criminal charges:



ATR Client Information Sheet

When arranging for voucher changes/additions via phone client will need to provide a "password" to the
Recovery Consultant to confirm their identity prior to the voucher authorization. In the boxes below, please
provide password information.
Mother"s maiden name: J/ilyll4 Childhood Pet's Name: f idtr
Other oassword: R ed Other password clue: h,acYt# Celer

OTHER RELEVANT INIFORMATIONruPDATES

zlq lp,i
DAIC
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Indiana Access To Recovery (ATR) - Individualized Recovery Planner - 1
INATR - 006

client *u-.' 
.lnl fin*t, ATR Enrollment Date: 

Zlui/f",r"{

Types of ATR Ser-vices available for voucher authorization:
Clinical Treatment Services: Clinical Assessment, Intensive Outpatient Treatment,
lndependent Dual Diagnosis Treatment, Detoxification
ATR Recovery Services: Transportation, Employment, Continuing CarelRelapse Prevention, Faith-based and
Community Support, Substance Abuse Prevention/Educationllntervention, Parenting Support (childcare),
Parenting Educational Services, Housing Assistance, GED and Supporlive Education, Peer to Peer Services,
Family and Marital Counseling, Alcohol and Other Drug Screening

What needs has the client identified that might be barriers to entering or remaining in recovery?

-iKtt.t tlirt+uftt{. , 1t;1t'7 N "i,"f ur*. th'rr(tilk',lrt"k r'i lmplryftvht

Please list the name of the Estimated
Certified ATR Provider the Service
client has chosen for the service Start Date

Type ofATR
Service/Program
(see list above)

Estimated
Service
End Date

l,lumber of Units
Authorized

2ll  l i  r l
Date

{,t.rul ht,"J 2l'? I ,-'tl

Date: '1lri I u"ftOriginal IRP - Visif 1"

What is client's stated reason for enrolling in ATR?

:;ilrall {w,tt#;l'ai,* /)61*1aur4, ) Frulrit*,{,"/t*t 
pil lu/ /v* y:ey ff' rl{tv(/

t'r1fr lt}' nltl tt k Y,' t uxl ffl{"t t ()kF- 4rz/ a'l J I tzf ,,,1
gfi - ttul.rnd'wJ.

IpWiftp,"lnnn-liutlrt(rt lnk{ ,l iLl r,r1 4ltlr:,r u,7 hLht6

&nq+,,,+ fr.'ftor* (h,(tt[Wnf twtt rtt't|- (74+t'r' 3'lrcio,i .4lszlisel 5l tn-**

Original IRP Notes:

Date
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Indiana Access to Recovery (ATR) - Client Choice Form for Service Providers
INATR - OO8

I, _, understand that Indiana Access to Recovery is a voluntary program and that

in the program is to recover from addictions.the purpose of participating

I understand that there are a number of providers qualified to provide any service that I may require during

my participation in the ATR program. I also understand that I may choose the providers that provide

services to me while I participate in the program.

By signing this document, I affirm that my Recovery Consultant has shown me a list of the service

providers that are certified by Indiana Access to Recovery to provide each of the services I have chosen to

access. I understand that if I find that any of these providers do not meet my needs, I may select another

provider at any time.

I understand that each of the providers I have selected may not be willing or have the ability to provide

services to me, in which case I will need to select a different provider.

Through the intake process and development of the Individuaiized Recovery Plan, I have come to

understand that accessing the following services will help me successfully recover from substance use and

abuse:

Provider Org:

Provider Org:

Provider Org:

nwSar'-#- /lfon
Signature I Date

y S'rwt"t"t-Jrutr
Print Name

s ervic e :{p{ilrJ' pt'+-atir",4,' butoUt *rovide r o' gt p A (X I O e

service:glqot14ffi W*-" Provider org: SkLvI a l4

W;;- - Provider ors: 
flffi Lavpwuf*Li,$ 

&P,4"u'

.{A.tt

Service:

Service:

Service:

402 West Washington Street, Room W353 Indiana polis, Indiana 46204-2739
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Indiana Access To Recovery (ATR) - Release of Information
INATR - OO9

ciientName: JAttry(rttt+a DateorBirth:. rir lt6l$r
Address: lL& Ret*vrnqft{;'r.tt, In liurrrytu", lnt t'llp'l-i, i

Section Ar The,Uee and/or Disclosure Eeing Authorized

Protected Health tnformation to be Uied and/or Disclosed: Specifically and meaningfully describe the protected
health information you are authorizing to be used and/or disclosed:

El- Demographic Data
@ Client Information Sheet
[l tndividualized Recovery Plan
[1. Client Log

Other: Enter other information to be shared

EIGPRA information
E Case Notes
EJ Voucher Information Report
K Voucher Transaction Report

$ection B: E-,ntitieg Authorized toReceiv+, Use or Disclose:

Name or specifically identify the persons or organizations (or fhe c/asses of persons and/or organizations), including
Volunteers of America, who you are authorizing to receive, to make use of, and/or to disclose the protected health
information described above:

I authorize information to be: bheck one or both)

ffi released fO Volunteers of America from each and all of the following:

(Receipt of protected health information is limited to one health care provider per authorization form.)

El released FROM Volunteers of America to each and all of the following:

Enter Agency/Individual WWI D e
Enter Agency/lndividual i',[ri1tl" Wp .Wk[
Enter Agency/rnd ividual 

l,l.,t,." W"jEnter Agency/Individual
Enter Agency/lndividual ,hL)6 ' )tDrr

Enter Locatio" ,Lt?S l-&tf St[rLl rtyt , l,dn,/ rN Ll t42fr4
EnrerLocatio" 23l$, ltrtz+ t+-, , twt.r lAr 4b/*r
EnterLocation 151*WrWWrLl\', ira i,lN , "lltL/.f
Enter Location 552 {&,'etVfl , ln*. ' ,  lN, ,{ 6UL
bnler Locauon

Enter Locatio 
^ ?!fi L4u9crttf, lrdt' ,,N ,Y 

uer)''{
E;i;; a;;,i; ;'uig i'*r+J+. 1 twA,, I N ..ui y,'tj$t -Enter Locatio 

" T;'r;*+*tiu ut, 1"4., tN 4 UzZa
Enrer Locarlo" t3Z tiai,i"Vott",g,'t'nn. j lnl H b'Li>
bnter Locailon

Enter Agency/lndividual
Enter Agency/Individual
Enter Agency/Individual
Enter Agency/Individual
Enter Agency/Individual

W^l'#, (trn.r
"rnnu', saxsctl
S *So* 5{,frt '

SECTION G: Purpose
The information is being used/disclosed for the following purpose: Enter reason ', Wl$ f,tf4f"l lia.a tn fig6verr,1
Continued on next page; ' J



SECTION D: Expiration and Revocation

Expiration: This authorization will expire

fi|tS Oays after my final contact with Indiana Access to Recovery

Or

I Enter occurance

Right to Revoke: I understand that I may revoke this authorization at any time by giving written notice of my
revocation to Volunteers of America. I understand that.revocation of this authorization will not allect any action taken
by Volunteers of America in reliance on this authorization before my written notice of revocation was received.
Written revocation should be sent to: Volunteers of America; at 611 North Capitol, Indianapolis, lN.

SECTION E: Alcohol & Drug Abuse lnfirrmation

I understand that this authorization may include medical records of treatment for physical and/or emotional il lness,
including treatment of alcohol or drug abuse. I also understand that HlV, or AID's-related information may be
released.

S.E€TION F: Facsimile Gommunication

I understand that this information may be communicated by facsimile.

SECTION G: The Patient (or the Patient's Legal Representative) Gonfirming the Authorization

I understand that:
o this authorization is voluntary (you may refuse to sign);
. my health care and payment for my health care will not be affected if I do not sign this form;
o if the organization authorized to receive and/or use the information is not a health plan, health care provider, or health

care clearinghouse subject to federal health information privacy laws, the released information may no longer be
protected by federal privacy.

r information disclosed pursuant to this authorization may be subject to re-disclosure by the recipient of the
information and no longer protected.

$I€NAT!RE:

I have had full opportunity to read and consider the contents of this authorization, and I confirm that the contents are
consistent with my direction to Volunteers of America. I understand that, by signing this form, I am confirming my
authorization that Volunteers of America may receive, use, and/or disclose to the persons and/or organizations
named in this form the protected health information described in this form.

Signature of Patient: oat", 44/s'(

Signature of Legal Representative:

42 GFR FART 2:

This information is from records whose confidentiality is protected by federal law. Federal regulations (42 CFR Paft
2) prohibits you from making any further disclosure of it without the specific written consent of the person to whom it
pertains, or as otherwise permitted by such regulations. A general authorization for the release of other information
is not for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any
alcohol or drug abuse patient.

YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION AFTER YOU SIGN IT.

Version ll29ll08 164.508 Authorization to Release Protected Health Information
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client Name: )tlbtq 5ru*ll^

Indiana Access To Recovery (ATR) - Client Contact Log
INATR _ OO5

pate: 4{ CI'i yi^".3--3t)ep,w Activiry: l.t"L+ In"i{rilld.d.j Emp.Name' -Ap"t i
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As a client uses their authorized units of vouchers and/or their needs change and new services are needed, the IRP should
be updated accordingly. The Recovery Consultant should work with the client to make sure they do not attempt to
participate in too many services at one time.

IRP UPDATE Information Date:  b lAla4
Has client used all services authorized on previous IRP? LlYes lXNo
If no, which provider(s) still has unused lauthortzed vouchers noted on a previous IRP?
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If applicable, what ATR programs/services has the client successfully completed?
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Has the client been siven Satisfaction Survey's for each completed proqram? Xy.t ENo
When is the client nroiected to discharqe from ATR? 1lqt | 0\
Please note any new needs client has identified as barriers to entering or remaining in recovery?
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If the Recovery Consultant has authorized services after phone contact with the client, the Recovery Consultant should
sign and date the IRP update page on the day it is created. The client is to sign the IRP Update pages at their monthly
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face-to-face meeting with the Recovery Consultant.
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, understand that the Indiana Access to Recovery is a voluntary program

and that my participation in the program is because I want to recover from my addictions. I understand that
there are a number of providers qualified to provide any service that I may require during my participation in the
ATR program. I also understand that I may choose the providers that provide services to me while I participate
in the program

From the available Recovery Consultants. I had selected to provide

me with Recovery Consultation services. At the time this decision was made no one exerted pressure on me to select this
particular provider and I was confident that this provider was best suited to meet my needs for recovery consultation. I
have found that this provider has not met my needs, so I am selecting another provider to replace my current provider.

From the available Recovery Consultants. I have selected to provide

Recovery Consultation Services. No one has exerted pressure on me to select this particular provider and I am confident
that this provider is best suited to meet my for recovery consultation. I have chosen this y because the old
Recovery Consultation agency
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I understand that the new Recovery Consultant will need to contact me. I authorize my chosen Recovery
Consultant to contact me by contacting me at the following:

Home Phone: 3fl -ffr- ry6 Cell Phone: ll/fW WorkPhone: lW4.L
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(Enter Recovery Consultant Agency)
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402 West Washington Street, Room w-353, Indianapolis, Indiana 46204-2739


